An 11-year-old female child presented with abdominal pain, vomiting and constipation. An exploratory laparotomy revealed a cecal volvulus due to a congenital band and malfixation of the cecum. This was treated by excision of the band, derotation and decompression of cecum though an appendiceal stump suction.
and bowel sounds were inaudible. Rectal examination revealed an empty rectum.
Hemogram and serum biochemistry were within normal limits. Plain x-ray abdomen revealed multiple air-fluid levels with a huge gas filled shadow occupying almost whole of left abdomen [ Figure 1 ]. An upper GI contrast study revealed a slow but progressive flow of contrast which could not fill this loop and failed to progress further. A contrast enema delineated the whole of colon except cecum [ Figure 2 ].
A provisional diagnosis of obstruction at the level of cecum was made. At laparotomy, a 270 degree counter-clockwise volvulus of the cecum, massively distended, was seen occupying almost whole of the abdomen [ Figure 3 ]. There was a band at the base of this volvulus extending from the posterior peritoneum up to the base of appendix and which probably lead to the acute twisting. There was, however, no vascular compromise. The band was excised and cecum derotated. The base of mesentry was widened. As there was no vascular compromise and the wall of the cecum was appearing acceptable, it was decided that a derotation and emptying of the contents would be adequate. An appendicectomy was done and the stump was used to suck most of the contents. All in all approximately four liters of contents were sucked. The cecum was returned to normal position and no fixations were done.
INTRODUCTION
Cecal volvulus, one of the manifestations of intestinal malrotation and malfixation anomalies, is very uncommon in children.
[1] Limited literature is available on this subject and therefore diagnostic delay can occur. There is no definite consensus on treatment. Conservative management, untwisting with cecopexy, cecostomy and resection with anastomosis have been suggested, although the best long term results have been with resection and anastomosis. [2, 3] 
CASE REPORT
An 11-year-old female presented with five days history of mild abdominal pain and two days history of vomiting and constipation. The patient also gave a history of absolute constipation for two days. After conservative management both her pain and distension had settled considerably. There was no history of preceding constipation in the past and no history of a similar episode.
On examination, she was a well developed female child lying comfortably in bed without any obvious pain or distress. She had normal vital signs except mild tachycardia and was mildly dehydrated. Abdomen was hugely distended but moving well with respiration. There was mild generalized tenderness but no point of acute tenderness or guarding. No masses were palpable The patient had an uneventful course except a slightly prolonged ileus. She was discharged home on ninth post-operative day on normal diet with regular bowel movements. She was followed regularly without any complaints and a barium enema done three months later showed almost a normal cecal caliber.
DISCUSSION
There are many anomalies of intestinal rotation and fixation. They include malrotation in an asymptomatic patient, acute midgut volvulus, chronic midgut volvulus, acute duodenal obstruction secondary to bands, chronic duodenal obstruction, reverse rotation with colonic obstruction behind superior mesenteric vessels, internal hernias (right and left mesocolic hernias) and cecal volvulus.
[1, [4] [5] [6] Cecal volvulus is mostly seen in adults of over 60 years of age and rarely reported in the pediatric age group. [7] In a series of seven cases of large bowel volvulus in children, two patients had cecal volvulus. Plain abdominal radiographs and barium enemas were diagnostic in these cases. [8] In a large series of 28 cases of intestinal volvulus in general only one case of cecal volvulus has been reported. [9] Common causes in this series were idiopathic, bands or malrotation. It has been reported as a rare association with the Cornelia de Lange syndrome. [10] Cecal volvulus has also been reported as a complication after antegrade colonic enema procedure, [11] after a laparoscopic procedure. [12] or after fundoplication. [13] Although not very frequently, this is regularly reported in adults and detorsion with cecopexy or resection and an end-to-end anastomosis are the suggested treatment options. [14] The rarity of the condition frequently leads to diagnostic delays and complications. [15] Regarding diagnostics, a plain radiograph is suggestive of a haustrated and disproportionately dilated viscus anywhere in the abdomen. Identification of an air-filled appendix attached to this viscus provides evidence of this condition. Barium enema is diagnostic pre-operatively. [16] In the child under report, symptoms were mild and no evidence of ischemia or peritonitis was observed. Therefore it was considered prudent to go ahead with a contrast study. In a comprehensive review of 48 adult patients different treatment modalities including conservative management, untwisting alone, untwisting with cecopexy, cecostomy and resection with anastomosis have been suggested. However, the best long term results have been with resection and primary anastomosis. [2] Laparoscopic cecopexy has been described more recently. [3] 
